mimic acute appendicitis or diverticulitis, depending on its location. Here we present a teenager with right lower quadrant (RLQ) abdominal pain who was diagnosed with epiploic appendagitis by computed tomography (CT) scan.
The patient was afebrile, with heart rate 72 bpm and blood pressure 105/69 mmHg. Her Body mass index (BMI) was 24 kg/ m 2 (80 th percentile). The abdominal exam remarkable for a soft, non-distended abdomen, with RLQ tenderness, but no guarding or rebound tenderness. Psoas and obturator signs were negative. The white blood count (WBC) count was 8.2 x 10 9 /L. The urinalysis (UA), lipase, liver function test (LFT) and C-reactive protein (CRP) were normal. Urine culture and urine Gonorrhea and Chlamydia Nucleic Acid Amplification Test (NAAT) were negative. Pelvic Ultrasound (US) showed a 1.5 x 0.9 x 0.8 cm left ovarian cyst. CT scan of the abdomen with oral and intravenous (IV) contrast showed inflammation of the fat in the right aspect of the pelvis consistent with epiploic appendagitis; a 1.9 cm left adnexal cyst and normal appendix (Figure 1 ). Given the absence of fever, leukocytosis or elevated inflammatory markers, it was decided to abstain from giving antibiotics and the patient was managed supportively, with
Abstract
Epiploic appendagitis is a rare diagnosis in pediatric population. It is a benign, self-limiting condition caused by infarction, torsion or thrombosis of the fatty appendages on the serosal surface of the colon. It can be a diagnostic dilemma as it can mimic acute appendicitis or diverticulitis, depending on its location. We report a case of a teenage girl who presented with right lower quadrant abdominal pain without any associated vomiting, fever, and diarrhea. Laboratory work up was non-contributory. Computed tomography of the abdomen helped in the diagnosis of epiploic appendagitis. She was successfully treated with non-steroidal antiinflammatory medications which resulted in full recovery.
Introduction
Primary epiploic appendagitis (PEA) is a very rare cause of abdominal pain which is caused by infarction, torsion or thrombosis of the fatty appendages on the serosal surface of the colon. It can obstruction, abscess and peritonitis and managing these conditions might need surgical intervention [3, 9] .
Conclusion
PEA should be considered in the differential diagnosis of acute abdominal pain when the diagnosis remains unclear. A timely diagnosis of PEA with imaging modalities like US and CT scan might help in avoiding unnecessary surgical interventions. Physicians should remember that the classical CT scan findings of PEA might not be evident in all cases and they should have low threshold for diagnosing PEA. Although it is a self-limiting condition mainly managed with anti-inflammatory drugs, PEA can often recur or develop serious complications. In such cases, further prevention of complications and recurrence might necessitate surgical intervention.
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non-steroidal anti-inflammatory drugs (NSAIDS) and IV fluids. Her symptoms improved gradually over the course of one week and on day 9 she was tolerating regular diet. The patient was discharged after a 9-day inpatient stay. Patient was readmitted after 8 months with recurrence of epiploic appendagitis, and again treated supportively with NSAIDS with full resolution of symptoms in one week.
Discussion
Epiploic appendices are small pouches of peritoneum laden with fat and small vessels that protrude from the serosal layer of the colon or the caecum into the peritoneal cavity [1] . They are about 0.5-5 cm long and 1-2 cm thick [2] . Epiploic appendices have a very limited blood supply [3] . Primary epiploic appendagitis (PEA), first described by Vesalius in 1543 [4] , is a rare, benign self-limiting condition caused by thrombosis, spontaneous infarction or torsion of these epiploic appendages. Other causes are lymphoid hyperplasia and bacterial invasion due to diverticulitis [5] .
PEA most commonly presents in the 4th or 5th decades of life, however, a few cases of PEA have been reported in the pediatric population as well. It is more common in males [3, 5, 6] . Obesity has been associated with this entity, however our patient had a normal BMI [6] .
Abdominal pain is the most common presenting symptom in PEA, which can be dull, sharp or colicky, constant, non-migrating; localized in the left or the right lower quadrant and may or may not be associated with rebound tenderness [3, [6] [7] [8] . Other associated symptoms, though rare, may include nausea, vomiting, anorexia and fever [5, 9] .
Because of its non-specific presentation, PEA is difficult to diagnose clinically. Labs are usually unremarkable, but leukocytosis and elevated CRP levels have been observed [10] . PEA was mainly a surgical diagnosis until the advent of US and CT scan. US may show a solid paracolic hyperechoic, non-compressible ovoid mass with a subtle hypoechoic rim, with no color on Doppler flow [11] [12] [13] . Currently CT scan is the preferred imaging study and the findings include oval shaped, 2-3 cm dense paracolic lesion with adjacent fat stranding and hyper attenuating ring, representing an inflamed and thickened visceral peritoneum surrounding the appendage (ring sign -a pathognomonic sign of PEA) or a central hyperattenuated dot which might represent a thrombosed vessel [11] [12] [13] . MRI may also be used which is visualized as an oval shaped fat intensity mass with a central point sign on T1-and T2-weighed images, enhanced better by gadolinium contrast [9, 14, 15] . If the imaging study does not support the diagnosis of PEA, laparoscopy becomes diagnostic [3] .
PEA can present as acute abdomen [16] and mimic many disorders depending on its location. In adult population, it often needs to be differentiated from colonic diverticulitis and the use of colonoscopy in such patients can be justified. However, in children, the common differential for PEA are acute appendicitis, segmental omental infarction, ovarian torsion or abscess, ruptured ovarian cyst, renal stones or acute cholecystitis. Thus, the role of colonoscopy in the pediatric population for PEA is limited.
PEA is a self-limiting condition, with the mainstay of management being anti-inflammatory drugs [17] . The role of antibiotics or surgical intervention remains elusive. Sand et al. [3] reported a recurrence rate of 40% in patients who were treated conservatively, thus favoring surgical therapy to prevent recurrence, inflammation induced adhesions and other less common complications. It is believed that surgical intervention might help in recurrent cases. However, such results were not reciprocated in other studies. For example, a recent study by Hwang et al did not find any difference in rate of recurrence whether PEA was managed conservatively or surgically [18] . Our patient did not have the pathognomonic CT scan finding. Her clinical picture, as well as the laboratory findings and pericolic fat stranding on CT scan suggested a diagnosis of PEA, and this was further bolstered by the resolution of symptoms overtime with NSAIDs. Although rare, PEA can be complicated by intussusception, bowel
